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Surgery is indicated in all cases where there are progressive neurological signs. Emergency intervention is necessary where paraplegia has a rapid onset, trauma often being a precipitating factor.
The surgical approach to a protruding intervertebral disc in the dorsal region may endanger the blood supply to the thoracic cord. It may be removed by transthoracic approach3 to the anterolateral part of the disc or by a lateral rachotomy, when the disc is exposed laterally after excision of the associated rib and enlargement of the intervertebral foramen.
This may be combined with partial laminectomy of the vertebra above and below the affected level to improve the exposure. Thus exact location of the level of the disc prolapse is essential. The results of surgical relief in the past have been poor. [2] [3] [4] [5] This was the result partly of late diagnosis, when irreversible neurological damage had already occurred, and partly of the use of an unsuitable surgical approach to the protrusion. 4 Early diagnosis and operation are essential if the former poor prognosis of thoracic disc prolapse is to be avoided. Severe neurological deficit will indicate a poor end result. 4 The best prognosis is given by the protrusion that produces unilateral pain and minimal neurological deficit. A slow onset, especially if a lateral prolapse is present, gives a better prognosis, but a rapid onset, which is often a central prolapse, needs urgent surgery. Reports show an inverse relation of the length of preoperative history and postoperative result. The known anatomical paucity of the blood supply to the thoracic cord-and the considerable risk of aggravating this by any operative manipulation and the difficulty of removing a prolapse (which is often adherent to the dura)-make the risks of surgery for thoracic prolapse far greater than those in the cervical or lumbar region. On the other hand, while the operation does carry these risks, which are now reduced considerably by using the lateral approach, failure to intervene makes progressive deterioration certain.
Introduction
The commonest hang glider-called kite is the Rogallo design. It consists of a roughly V-shaped structure of aluminium tubes supporting about 18-5 sq m (200 sq ft) of sail. The rigidity of the assembly is increased by wire struts. The pilot is suspended in a saddle from the centre of the structure. In front of him, projecting downwards, is the A-frame-so named because of its shape (figs 1 and 2). The pilot can alter the attitude of the kite by shifting his weight in both an anterior-posterior and lateral direction in relation to the A-frame. Lift-off occurs at about 19-24 kph (12-15 mph), and flying speed is in the range of 24-56 kph (15-35 mph). Kites weigh about 16-18 kg (35-40 lb). In the event of sudden deceleration the pilot inevitably strikes part of the A-frame.
To take off, the pilot runs down hill until a sufficient airspeed is reached and then he hangs in the saddle or harness. To land, he flies straight and level with his feet just clearing the ground and holds the nose of the kite up, progressively trading speed for maintenance of height until the craft sinks gently at walking speed or at rest, and he then takes the weight on his feet. This manoeuvre is obviously a critical one achieved only by repeated practice and often hard-earned experience.
Numbers of pilots and accidents
In 1975 the membership of the British Hang Gliding Association was 2461. The report listed 70 accidents, but of these pilots only 45 were members. This gives an overall incidence of 18%, clearly an approximation of low accuracy owing to the uncertainty of the flying population concerned and also to the possibility of unreported accidents. In the figures presented hereafter it was rare for all aspects to have been reported in every case, which accounts for the varying numbers of cases in different aspects discussed. Furthermore, in some of the "accidents" it was the kite that had sustained the injury and not the pilot.
Injuries 
FATALITIES
Two fatal accidents were recorded. One was attributed to structural failure in the kite, and the other to the entanglement of the pilot's boot hook in a strut, resulting in weight shift and an irrecoverable dive.
Comments
The complete absence of skull injury and rarity of brain damage are presumably due to the universal use of crash helmets. I think that the mild but definite predominance of arm fractures is due to impact with the A-frame during a heavy landing or a crash, as the legs are well below the level of the A-frame. The human frame cannot be appreciably armoured, and the A-frame has to be strong enough to be rigid; it is hard to see any way of reducing the consequences of mutual impact.
The message spelt out by these figures is obvious-prevention, rather than cure. The hazards facing the beginner are all too obvious and clearly constitute an unacceptable risk. I think that it is a sad reflection that many of the above accidents could have been prevented by a little ground-briefing. There is a clear necessity for recognised instruction, similar to that required by the Civil Aviation Authority for pilots of gliders. In particular, there is a need for dual instruction during flight; otherwise the present harvest of injury and suffering will surely continue to be reaped.
Finally, I believe that this sport is no more dangerous than horse riding, rock climbing, potholing, or motor cycle racing, and with training may probably be rendered less hazardous than any of these sports. Let those who disagree produce comparable accident statistics with which to back their assertions. tax relief for many of the enrollers. It is noteworthy that the speakers are often academics who have smaller incomes than their audience, and who are often out of pocket on the deal, despite the fact that their expenses and travel tickets are paid for. I "woomber" (a neologism coined for the weekend-the activity of idly daydreaming) about the apparent fact of life that primary producers receive less reward from their labours than those who use what they have to sell. Those middlemen in direct contact with the public always fare better than the suppliers of their wares whether those are wool, food, fuel, or ideas.
The Toowoomba Postgraduate Weekend was different in that with such a relatively small community, doctors of all disciplines attended, for it was an occasion. They all knew each other, or about each other, though several came from miles away. It was very much more stimulating than meetings of specialists who have a community of their own and keep up with the literature. What was said by the obstetrician, the paediatric surgeon, and the paediatrician at Toowoomba was fairly fresh to many of the audience. They were interested, and interesting and stimulating in discussion. The speakers knew of the variegated nature of the members of the weekend, and so tailored their themes appropriately. All were thereby brought in, and it was probably a valuable educational exercise for us all. The experience makes me woomber whether we should not break down the specialties a little more by such meetings. Of course, there must be a theme, but such is the interdisciplinary nature of medicine that we ought
